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Background: although chronic venous ulceration (CVU) is often viewed primarily as a disease of the elderly, recent
epidemiological data suggest that a significant proportion of patients first develop CVU before middle age. Such patients
may represent a distinct group in terms of aetiology, natural history, prognosis and therapeutic options.
Aim: to compare patients who developed CVU before (Group 1) and after (Group 2) their 50th birthday.
Methods: one hundred and eighteen consecutive patients with `` pure'' CVU underwent history and examination, meas-
urement of ankle-brachial pressure index (ABPI) and duplex ultrasound examination of the affected limb. Pure venous
ulcers were defined as those of 44 weeks duration in the presence of venous reflux (40.5) and in association with an ankle:
brachial pressure index of 40.8.
Results: patients in Group 1 (n 54, 46%) were more likely to be male (32/54 [59%] vs 14/64 [23%], p5 0.001 w2), to
have a higher median (interquartile [IQR]) body mass index (32 [27±39] vs 27 [23±34], p 0.003, Mann±Whitney U
[MWU]), to have a history of deep venous thrombosis (23/54 [43%] vs 16/64 [25%], p 0.04 w2) and of ipsilateral long
bone fracture (13/54 [24%] vs 5/64 [8%], p 0.01, w2), to have previously undergone venous surgery (27/54 [50%] vs
19/64 [30%] a median (IQR) of 11.5 (6.5±19) and 10 (2±20) years earlier respectively, and to have worse disease in terms of
the duration of present ulcer (12 (6±36) vs 8.5 [3±18] months, p 0.035 MWU), the total duration of ulcer disease (216
[72±360] vs 48 [12±120] months, p5 0.001 MWU), and the number of episodes of ulceration (3 [2±7] vs 1 [1±3],
p 0.002 MWU). There was no significant difference between the two groups in the pattern and severity of venous reflux
with 46/54 (85%) of Group 1 and 54/64 (84%) of Group 2 patients having surgically correctable superficial venous reflux.
Conclusion: patients who develop CVU before their 50th birthday appear to represent a distinct group in terms of
aetiology, natural history and prognosis. The importance of thrombo-embolic prophylaxis in the prevention, and the
detection and correction of superficial venous reflux in the treatment, of such ulcers is re-emphasised.
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Introduction
It is generally accepted that in most developed coun-
tries the life-time risk of developing chronic venous
ulceration (CVU) is around 1% and that the condition
consumes approximately 1±2% of total health care
spending.1 Although CVU is often considered a dis-
ease of elderly females, epidemiological data from
cross-sectional population based surveys suggest that
men are equally at risk and that a significant propor-
tion of patients first develop ulceration in middle age
or earlier.2±4 The Lothian and Forth Valley Leg Ulcer
Study5 found that 22% of 600 patients questioned had
developed ulceration before the age of 40. Further-
more, in this group men and women equally affected,
whereas above that age there was an increasing pre-
ponderance of women. It was noted that in young
males an ulcer was frequently associated with a his-
tory of trauma. Our clinical experience suggests that
such patients may represent a distinct group in terms
of aetiology, natural history, prognosis and therapeutic
options. However, to our knowledge, these issues
have not been previously specifically studied. The
aim of this study, therefore, was to compare patients
who had developed CVU before and after their 50th
birthday.
Methods
Consecutive patients presenting to a hospital-based
leg ulcer clinic underwent history, examination, meas-
urement of ulcer size and ankle brachial pressure
index (ABPI), calculation of body mass index (BMI)
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The present study is in keeping with epidemiological
data from cross-sectional population surveys that
indicate that up to half of patients develop their first
episode of ulceration before their 50th birthday.3,5 The
study also suggests that there are gender and age-
related differences in aetiology and prognosis. Specif-
ically, patients who develop CVU before their 50th
birthday were more likely to be male, obese, to have
worse disease that appears less responsive to
treatment and to have a history of DVT and/or long
bone fracture suggesting a post-thrombotic aetiology.
The proportion of CVU that are post-thrombotic in
aetiology remains controversial. However, recent
data indicating that up to 50% of all CVU patients
have at least one thrombophilia suggest that previous,
often unrecognized, DVT probably plays a significant
role in the development of a larger proportion of
ulcers than was previously appreciated.8,9
It is interesting to note that just over half of patients
who developed their ulcer before their 50th birthday
had undergone venous surgery, compared with only
30% of the remaining patients. In both groups more
than half of the surgery had been carried out more
than 10 years previously. Most of the surgery had been
directed towards the long saphenous system but only
a minority had undergone long saphenous stripping,
which may explain why in both groups the majority of
patients still had surgically correctable superficial
venous reflux.7 Recent randomised controlled data,
as well as numerous uncontrolled series have indi-
cated that the surgical eradication of superficial ven-
ous reflux can augment ulcer healing and reduce
recurrence,10±12 especially in patients in whom the
deep veins and perforators are normal or rendered
normal by saphenous extirpation.6,13±15
In summary, up to half of all patients develop their
first episode of CVU before their 50th birthday. Such
patients are often male, may fail to seek medical atten-
tion and are often inadequately treated when they do.
Duration of ulceration has been consistently shown to
be one of the most important predictors of healing16 so
it is important that patients are thoroughly assessed
and treated at the outset of their disease, not many
years later when they have often developed irrevers-
ible skin changes that are non-responsive to medical
and surgical interventions. There should be a high
index of suspicion for a post-thrombotic aetiology,
especially in the younger patients and a low threshold
for screening for thrombophilia. The benefits of
aggressive prophylaxis and treatment of DVT by
physicians and surgeons in terms of reducing the
burden of CVU in later life needs to be re-emphasised.
And lastly, with regard to venous surgery, all patients
must undergo a full duplex ultrasound examination at
the outset of their disease and serious consideration
given to the complete surgical eradication of superfi-
cial reflux at that time.
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